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[講座の目的]  脳科学に基づく地域における認知症対策。 
 
[講座構成員]  
常勤スタッフ： 教授 1、講師 1、助教 3、事務補佐 1、技術補佐 3 
非常勤スタッフ： 講師 6、技術補佐 3 









東北大学 1件、文部科学省 1件、厚生労働省 5件、地方自治体 8件。 
 





大学院 Human Security Program 
「Social Support for the Health of Aging Population」： 20回。 
2．学生教育 
産婦人科通論講義（漢方）： 2回、OSCE： 1回、高次医学修練： 2名 
5年次地域医療実習カリキュラム： 16名 
3．研修医教育 





2．薬剤治験： 1件 32症例 登録。 
重 要 提 言 
 
2013 年 11 月 ロンドン先進国首脳会議 G8「認知症サミット」への提言 
Journal of Alzheimer’s Disease 2014; 38: 699-703. 
 
Prof. A. David Smith and Kristine Yaffe 





















 世界中の AD 患者の約半数は、既知の危険因子による可能性があると思われる。
既知の危険因子に対して直ちに行動を起こすことは、2025 年までに発症する患
者の最大 20%を、予防出来る可能性がある。 






























10 月以降、小生と関講師、セルヒオ・ラモン医師により、大学院 Human 
Security の 2 単位相当分、「Social Support for the Health of Aging Population」に
関する連続講義を英語で行い、グループワークを常に行った。受講生の本学におけ
る所属は医学系研究科 5 名、農学研究科 6 名、国際文化研究科 3 名、国籍はインド








最終日には当講座の特徴を活かして Aging and Dementia、Safety Culture、
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平成 24 年 9 月版 「活動報告書」 序文 
高齢者高次脳医学寄附講座が設置されて、現在 7 年目を迎えた。当講座の目標は、
「Bio-Psycho-Social な視点 と 地域医療学 を基礎にした認知症対象の神経科学の
統合的発展と、医療福祉水準の向上への寄与」である。現在までに、修士（障害科
学）9 名、博士（障害科学）2 名、博士（医学）1 名の学位論文を指導しながら、一緒に
学問をすることが出来たことを感謝している。この間、様々なことがあったが、東日本
大震災の経験は、当講座にとっても忘れられないものであった。この間の活動を総括





















































































V. 民間財団 研究助成 75
VI. 研究助成金 75
E．業績 77










XI．その他 （新聞・TV 報道） 101
F．講座代表者 105






























A．業績要点 （平成 24・25 年度） 
 
講座主催学会 国際シンポジウム 2 回 
学位論文 論文博士（医学） 1 報 
競争的資金 
獲得状況 
東北大学 1 件 





地方自治体 受託研究費 8 件 
民間財団 1 件 
研究助成金 25 件 
著書 分担執筆 4 冊 
総説 
英文 5 報 
和文 8 報 
原著論文 
（英文） 42 報 （総説含 IF 計 77.17） 
（和文） 3 報 
特別講演・シンポジウム等 
国際学会 21 演題 
国内学会 7 演題 
国際学会 一般演題 28 演題 
国内学会・研究会 一般演題 27 演題 
研究会 招待講演 22 演題 
その他（新聞 TV 報道） 5 回 

















































総額 63,000,000 円 
 
5．寄附の時期及び期間 
  時期  平成 24 年 3 月、平成 25 年 3 月 




教授 目黒 謙一 
講師 関 隆志 （平成 24 年 10 月に異動） 
助教 中塚 晶博 
助教 中村 馨 




出江 紳一  （世話教授：肢体不自由学分野教授） 










17 年 11 月に設置された当講座において、65 歳以上高齢者の 8.5％という高い有病
率を占める認知症に対して、神経基盤やエビデンスに基づく介護技術を含めた「包括
システム」の開発を検討してきた。 













また、平成 23 年 3 月 11 日に発生した東日本大震災は、「認知症の神経科学の
発展と地域医療への貢献」を旗印にしている当講座を巻き込んだ。二次支援地域と
なった当講座のフィールド大崎市の依頼を受け、住民の安否確認の目的で 790 件を






















① 研修医指導： 研究フィールド、栗原中央病院研修医の指導 























































































































































































































































































                   
 
時間： 毎週月曜日 午後 1：30－3：00（90 分： 単位 2 時間相当） 
毎週火曜日 午後 6：00－7：30（90 分： 単位 2 時間相当） 
テキスト： 「Dementia: A Clinical Approach」(Butterworth Heinemann) 
「Neuropsychiatry and Behavioral Neuroscience」(Oxford) 
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時間： 毎週木曜日 午前 9：00－午後 0：00（180 分： 単位 4 時間相当） 
実習先： 大崎市民病院田尻診療所 
教材： 心理検査（WAIS-R、WMS-R、CASI、MMSE） 















関連英文論文の読み会（Journal Club）＋研究会（Work in Progress） 





















Term Subject Teacher in charge Credits
Fall Social Support for the Health of Aging Population 
Prof. Kenichi MEGURO 
(Medicine) 2 
Outline 
As an objective of human security, it is important to understand the social system 
and to make more appropriate policy for people based on the bio-psycho-social 
viewpoint of health advocated by the WHO. For countries with increasingly large 
populations of older adults, various aging-related disorders cause quite a few social 
handicaps. A comprehensive approach for integrating not only medical but also 
psycho-social and economical viewpoints should be needed for better health policy 
planning. The first objective is to understand the bio-psycho-social viewpoint and 
bioethics on the social support for elderly. The second aim is to understand the 
social support system and Quality of Life (QOL) for the handicapped and elderly. 
Especially, the Long-Term Care Insurance system for elderly in Japan, which is 
well-organized system to support well-being in the elderly, should be understood. 
Also, dementia is one of the important aging-related disorders, which can affect not 
only patients themselves but also their families and society. The third objective is to 
understand the dementia and dementing diseases, not only for medical aspects, but 
also psycho-social and economical aspects. Following the Great East Japan 
Earthquake 2011, we discovered various cases of weakness due to the disaster. 
Most of them were previously assessed as the borderline condition between healthy 
and dementia. It is important to routinely screen community residents for security. 
[Outline] Introduction: 1) Bio-psycho-social viewpoint / 2) Bioethics on the social 
support for elderly, Quality of life (QOL) for the handicapped and elderly: 1) Concept 
for QOL / 2) Measures of QOL 
Social support for the handicapped 
Long-term Care Insurance (LTCI) in Japan: 1) Concept for LTIC / 2) LTIC services 
for aging and dementia 
Aging and dementia: 1) Community-based measure for dementia / 2) Weakness 





目黒教授、関講師、セルヒオ医師により、Aging and dementia, Safety Culture, 
Alternative Medicineをキーワードに月曜日の午後 6:00～7：30、英語で講義を行い、
最終日には「To improve medicine and Welfare system in your coutries」という題
でレポートを作成させ、総合討論を行った。 
 
Lecture Objective Content 
1 15-Oct 
Introduction: To understand the 
aim of the Department of 
Geriatric Behavioral Neurology 
Dementia and the Great East 
Japan Earthquake 2011: Report 
from the secondary support area 
2 22-Oct 
To understand key concepts 
and actions related with 
Earthquake preparedness for 
the elder 
Concepts on earthquake 
preparedness 
"The Get Ready Pyramid" 
The swiss cheese model 
3 29-Oct 
To understand the role of 
traditional medicine in human 
security 
Brief History of medicine 
Use of traditional medicine in 
modern medicine 
Traditional medicine and human 
security 
4 12-Nov 
To understand the pathology 
and symptom, traditional 
medical approach of aging and 
dementia 
Pathology of aging and dementia
Symptom of aging and dementia 
Treatment measure using 
traditional medicine 
5 19-Nov 
To understand theimportance of 
the international standadization 
of traditional medicine 
International Organization for 
Standardization (ISO) and 
revision of International 
Classification of Diseases 
(ICD/WHO) 
Aim of international 
standardization of traditional 
medicine 






医学系研究科 5名、農学研究科 6名、国際文化研究科 3名。 





6 26-Nov To understand the concept of "system thinking" and quality 
Definition of system, quality and 
quality characteristics 
Components of system 




To understand the concept of 
organizational culture with 
emphasis in patient safety 
culture 
Definition of culture and 
organizational culture 
Dimensions of patient safety 
culture 
Measurement of patient safety 
culture 
Punitive culture: an international 
comparison 
8 17-Dec To undertand the concept of quality problems 
Definition of problem 
Quality problems taxonomies 
Examples of quality problems 
9 21-Jan 
To highlight the models, 
methods and tools used for 
changing culture and improving 
quality and patient safety 
The quality awards, ISO and 
accreditation programs 
The basic tools 
The problem solving approach 
10 28-Jan Summary Report: To improve medicine and Welfare system in your coutries 
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3）REPORTS “How to improve medical and welfare system in your 
country” 
Keywords: Aging and dementia, Safety Culture, Alternative Medicine 
 
Firmanto (Indonesia): Alternative Medicine in Health System in Indonesia 
Traditional health care has long been recognized and utilized by the community in 
preventive, promotive, curative and rehabilitative effort, and keep continue to evolve 
with the advances in modern medical technology. Utilization by the community has 
continued to increase as the impact of the spirit of back to nature. People around the 
world recognize this decade as the era of back to nature. In Europe, more than 
60percent of treatments use natural ingredients. Traditional health care is no longer an 
alternative but a primary treatment for some of the services that interest in the benefits 
of herbs. 
In 2008, the World Health Organization (WHO) said that 80percent of the population 
in Asia and Africa rely on herbal medicine (http://www.who.int/ 
mediacentre/factsheets/fs134/en/). China, Vietnam, Korea, and Japan had the potential 
use of traditional medicine among other countries. In Indonesia, according to basic 
medical research, the number of natural ingredients that are used in the treatment are 
more than59 percent (http://www.litbang.depkes.go.id/sites/ 
download/buku_laporan/lapnas_riskesdas2010/Laporan_riskesdas_2010.pdf). Until 
now, in Indonesia, the management of health centers and government hospitals, 
including private hospitals/clinics still adhered western medicine paradigm approach. 
Although some of the patients, whether overt or covert, some use herbal and chemical 
medicine at the same time, and entrust the irdisease to unlicensed physician (healer). 
The impact of combining herbal medicine and chemical medicine without the 
supervision of a competent, can lead to a contra indication even resistant to substances 
contained of both drugs. The concept of two-in-one can be an option, to support health 
care, especially in bridging the current budget constraints, considering the concept of 
traditional medical treatment is cheaper than modern medical treatment 
(http://www.who.int/ mediacentre/factsheets/fs134/en/). The patients may be given the 
choice of using traditional or modern medical treatment. Thus, the patient's access to 
health services can be controlled. Health center/hospital can perform the full control to 
the patients in their health care treatment options. The synergy of alternative 
medicine/traditional medicine in the health care system in Indonesia can be a 
complementary health care program that can be integrated into the national health 
system, and for each district in Indonesia can have a traditional health plan, both for 
health center and hospital. 
Communities also need to be given the widest possible opportunity to use and 
develop the traditional health care, and the government is obliged to do the screening, 
surveillance, and the guidance so that people can avoid such a treatment that could 
harm, caused by misleading information or services. Actually, in Republic of Indonesia 
Act 36 of 2009 on health (http://www.dikti.go.id/files/atur/sehat/UU-36-2009 
Kesehatan.pdf), there are several chapters that govern traditional health care. Article 1 
para 16 mentioned "traditional health services or traditional treatment is treatment 
and medicine that use the experience and skills hereditary empirically that can be 
justified and applied in accordance with the norms prevailing in society”.  
In section 48 also mentioned the traditional health care as one of organizing health 
efforts. While article 59 stated that the traditional health care is divided into two types: 
the traditional skills health care and traditional health potions.  
The types of traditional health care include herbs, gurah, homeopathy, 
aromatherapy, SPA therapy, and other methods using herbs. While that is included in 
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the traditional skills health care skills, such as: acupuncture, chiropractic, massage, 
shiatsu, fractures massage, traditional midwife, traditional circumcision, reflection, 
acupressure, cupping, skin/hair beauticians, inner power, psychics, reiki, qigong , 
psychotherapy, and other methods that use the skill. 
Thus, the choice of two-in-one care in health centers and hospitals are judicially 
possible, to support the government's efforts to improve public health. 
Traditional health care can be developed and adapted to the conditions and needs of 
the region/local area. Traditional medicine can be used by community to address health 
problems on their own(self-care), both for individuals and for families through the use of 
the family medicine garden. This is very useful, especially in areas experiencing 
limitations in gaining access to health services. We hope Indonesia, which has 
abundant natural resources as raw materials of herbal (traditional herb medicine) can 
be utilize the traditional medicine optimally. If both services a collaborate under one roof, 
why not to apply? 
 
Rika Apriyanti (Indonesia): How to improve Medical System in Indonesia 
Medical system is a complex system in which many aspects should be considered in 
order to improve this system. The system must be established by considering the 
medical problems that are available in the area at which the system will be applied. 
Many factors that must be paid attention in order to enhance the system, as mention 
below: 1) Human resources, e.g., the skill of medical workers, 2) Health/Medical 
facilities, 3) Finance. 
Those factors mentioned above are the internal aspects from the system itself that 
will influence how the system will be implemented. Recently, it seems that there are 
three aspects in medical environment that need to be considered in the medical system, 
they are: 1) Aging and dementia, 2) Alternative medicine, 3) Safety culture. 
Regarding the three aspects as mention above many things that can be done in 
Indonesia as I will explain below: 
1. Aging and Dementia 
Aging and dementia are two main things that countries will deal with as they reach 
higher life expectancy, the programs that are highly needed to be implemented: 
a. Providing the financial needed to support the programs for elderly people 
b. Recognizing the medical aspect needed for the elderly. 
c. Providing the medical programs needed by the elderly 
d. Increasing the number of health workers and improving they skill to medicate the 
elderly 
e. Enhancing the health facilities for those people 
f. Providing the specific services for elderly people so that they have convenient 
environment for their daily life. 
2. Alternative Medicine 
Things that can be done regarding the alternative medicine: 
a. Involving the alternative medicine as an official treatment. 
b. Giving the license for the alternative medicine workers so they can legally 
practicing their skill to treat people. 
c. Providing the facilities that can support the implementation of alternative 
medicine such as: financial, training, a specific place for their operation, etc. 
3. Safety Culture 
a. Providing the standard operation procedure. 
b. Providing the medical tools that can improve the safety medicine treatment. 
c. Regularly refresh the employees by improving their skill through a trainee so 
they will have advanced ability doing their job. 
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d. Regular evaluation and supervision to evaluate how the system has been 
practiced 
e. Applying a clear punishment and reward for those who worth for that. 
 
Amalia Dewi (Indonesia): Medical system improvement related to aging, 
alternative medicine and safety culture in Indonesia 
The Life expectancy improvement as one of Human Development Index indicators 
describes the successful of development and in the same time gives the challenge for 
the future developmet for a country, since more vulnerable older people will be 
endanger. This condition will be followed by some health, social and economic 
problems. Indonesia is one of developing country that have quite high population growth 
rate. It was noted in 2011 there was approximately 230 million population, 19,5 million 
(8.2%) of them are elderly ( above 60 years old). To 2025 the growth is still continues, it 
is redicted by Indonesian Statistics Bereu that the population will reach 273 million 
people in 2025 and 62,4 million (13,2%) of them are elderly. 
Inevitably, it becomes a big problem for Indonesia, 
For Health aspect Due to decreasing their biological function and the age adding, the 
elderly people will face some health problem caused by the increase of degenative, 
chronic and multipathologic  diseases risk such as : hypertensi, diabetes, elzeimer, 
dimentia, mental disease, cancer, stroke, cardiovascular disease, osteoarthritis. 
Osteoporosis, ect that need special treatment, long time and high cost.  In contrast, 
health technology and medicine are getting expensive now. Accessability and availability 
of good medicine inhibitant people to get their health right. Those matter influents 
national medical system , because more aging means more burden and more budget 
must be provided. 
Another problem is about health service quality itself, some of health fascilities ignore 
about the patient safety as one of patient right. It is due to the limited number of 
compatible health fascilities that can handle such catasthtopic diseases. Patient need it, 
so they have no choise. Health service profile of Indonesia are : the quantity, quality  
and distrbution of health worker such as doctor, nurse midwife and others are insuficent, 
few specialist and the coverage still cannot reach the remote area, so there is inequity 
and inequality, imbalance working load and job stress. This conditian lead to the 
unsafety culture in the working.  The goverment must manage this lack  condition to 
avoid poor service quality that can harm the patient. To overcome those problems 
above, government can address them through  putting approachment in Aging and 
Dimentia, Alternative medicine, and safety culture : 
1. Aging & Dimentia 
Recently Indonesian goverment have run program for aging, but that program only 
address the elderly people, to manage them become healthy elderly, include provide  
health insurance in the goverment public health fascilities to improve health access 
(Puskesmas Lansia and posyandu lansia policy), Increase geriatric/gerontologic service 
in hospital, Give Elderly-related education to elderly people and family. Meanwhile in my 
opinion, aging and dimentia are the sequence of life cycle, so it must be managed  as a 
whole from young age to elder, especially in the early age. Beside provide the fascilities, 
Goverment should rise knowledge  and education about aging to people so that they 
can manage their self and become the healthy people until they elderly. So it can avoid 
them from many kind diseases that usually severe in aging. 
2. Alternative Medicine. 
As mention above, the icrease of degenerative diseases also increase the need therapy 
and medicine. Alternative medicine could be one of solution regarding their cheap price 
ut high value. Indonesia is known as a rich plant and bio diversity country. Recently some 
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inovation related to Herbal and alternative medicine is grow fast. Some people prefer to 
rely their health maintenance and treatment to altenative medicine like acupuncture and 
herbal medicine because of low risk to accident or mal practice. Alternative medicine 
also  more natural and far for toxic effect from chemistry agent. Furthermore, nowdays 
the practiciant of this treatment has high capability on this field, its make them become 
popular. So Indonesia can use this potential change to overcome the medicine problem. 
3. Safety culture 
Safety culture of health worker and health fasciliry management can save the more 
health budget and maintain patient safety. With safety work  that run according to 
procedure, the result of  treatment can be reached as the expected. It needs good 
management of sistem, worker training good fascilities and good procedures. 
In conclusion, managing Aging and dimentia, alternative medicine and safety culture 
can improve medical system because of their ability to avoid the more health problem of 
degenerative diseases, unaccessable medicine and accident on patient  that lead to 
high budget. This Condition finally can address the inequality and inequity problem to 
access health service. And by the sufficient, qualified, accessable and reliable  health 
service it can improve the  national medical system in Indonesia. 
 
Shodiana (Indonesia): Improve medical system in Indonesia by using 
alternative medical 
Today, many people are looking for new treatment for cure or healing their diseases. 
One of new treatment is alternative medicine. On one hand, alternative medicine is low 
of negative side effect and low cost. Moreover, too many people don’t have medical 
insurance. In the other hand, using alternative medicine is right choice for those who 
looking for healthier way living. In contrast, in Indonesia, many alternative medicines are 
not fully regulated and monitored such the efficacy and safety of product, because of not 
evidence based research. Traditional medicine is difficult to describe, because it 
knowledge may be passed on orally from generation to generation. On the other hand, 
we want safe drugs –including traditional and alternative medicine. So, Indonesian 
government can encourage public hospitals to incorporate alternative and traditional 
medicines, such as acupuncture, herbalist and jamu (traditional herb Indonesia), into 
their health care service. 
Firstly, Government can make the new regulation for evidence-based research for 
herbal medicine, then manufacture should accept if the efficacy of their product and 
promotion. Next, do promote the wider distribution of professional health workers. So, 
people can go to the right place and gain a better understanding of a particular disease 
and use a safe medicine to treat it. Regulation and licensing of alternative medicine is 
necessary to give guarantee the product. Finally, the government should ensure that 
medical treatment (alternative medicine) is free for those who low income, so that they 
can encourage seeing out unproven traditional medicine. 
The other alternative is government can add the information or knowledge of 
alternative medicine to medical school, because medical student should aware and 
know how to combine (medicine and traditional medicine) for the kind of therapy for 
patient. Then, in primary health center, government can make some training for 
traditional practitioners of alternative medicine (such as acupuncture, herbalist etc.) and 
make relationship and also regulation about practice with traditional birth attendants, 
because in rural area, most of people chose it than go the hospitals. 
To sum up, the integrated between medical and alternative medicine 
(complementary medicine) in medical system would be reduce not only high medical 




Delsi Taurustiati (Indonesia): Aging VS Dementia 
The process of growing old is a normal process that occurs at this stage of human 
growth and development. Every human being must be through the older upon the expiry 
of his life before death comes. Normal aging has been conceptualized as the typical 
changes in behavior that occur with age (Schroots and Birren 1993). The common 
conception has been that subtle declines in cognition occur as part of the normal aging 
process. In normal aging, you can expect a number of skills and abilities to be intact or 
only slightly different. You will continue to be independent in what are considered daily 
activities, such as bathing, dressing, driving, and working. You may notice memory loss, 
but you will be able to give details about those incidents of forgetfulness; and you will be 
more concerned about this type of memory loss than your close family members. 
Despite these occasional lapses of forgetfulness, your memory for recent events and 
conversations will not be a problem. You may notice occasional difficulty with finding the 
right word that you want to use, but your vocabulary will remain rich. Also, a part of the 
aging process will be the annoying problem of getting lost in a familiar place. During the 
process of normal or "healthy" aging, there are natural changes that take place if one is 
free of any disease. Some changes in the ability to think are considered a normal part of 
the aging process. On the other hand, dementia is not normal aging. It is characterized 
by multiple cognitive deficits with memory impairments as a frequent early symptom. 
Being able to recognize the difference between normal aging and dementia in you or a 
loved one can assist you in determining when additional help or evaluation is needed. 
When the time comes for the help you need, turn to the retirement and assisted living 
communities of Retirement Unlimited. 
Helping Our Aging Parents 
With the significant improvement in life expectancy worldwide, global aging has become 
a striking phenomenon, including in Indonesia. Life expectancy has risen rapidly to 
nearly 70 years for women and 65 for men, and further improvements are expected. 
Indonesia has contributed significantly to the accelerated growth of the elderly 
population worldwide. It is estimated that the country will experience an elderly 
population boom in the first two decades of the 21st century. 
At present, Indonesia has the fifth-largest elderly population in the world; in 2010, 
this population comprised 18.04 million people - or 9.6 percent of the country`s total 
population. The United Nations has predicted that the percentage of Indonesians over 
the age of 60 years will increase from 7-8 percent of the population in 2002 to 13 
percent in 2025. Several provinces have a greater number of elderly people than the 
national average, and Yogyakarta has the largest elderly population in the country. The 
rapid growth of the elderly population poses a number of challenges, such as 
inadequate health and care services, lack of welfare provision and a legal framework 
that often does not specifically address elderly people. In reality, although many elderly 
people lead a happy, active and healthy life, they are often regarded as burdens on their 
family. One of diseases that is usually occurred in elderly people is dementia. According 
to the definition that I said in the previous, Dementia is not normal aging that have 
slowly declining of aging parent’s memory. The symptoms of dementia may continue 
until the aging parent starts exhibiting signs of other mental disorders, such as paranoia 
or delusions. Therefore, they need the support from the state and the community, 
especially their family. the majority of older people will continue to depend on their family 
networks, community organizations, and ultimately themselves. Therefore, for the state, 
they should make the regulation policy that ensure welfare of elderly people and 
promote social protection coverage for the elderly, which includes providing a social 
pension to poor and needy elderly people, in order to improve their well-being and social 
participation. And the family should give more pay attention for their aging parents, such 
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as they create a situation that make them enjoy and not fully stress. 
 
Thunyamai Thinotai (Thailand): Medical system improvement in Thailand 
Even though under Thailand’s health schemes, 99.5% of the population has health 
protection coverage, there are several problems e.g. Aging and Dementia that we can 
solve and improve by using alternative medicine and safety culture. I will answer by 
giving example of problem and opinion for improvement. 
Short term Improvement (What we can start to improve the system now) 
Organization (For example hospital) 
Implement safety culture by using private company who proficient in the safety 
system to establish safety system in the hospital, and also give training program about 
safety for workers in the hospital. (for Thai culture it’s too hard to make people realize 
about safety culture, so it’s better to use professional company to settle and train them.) 
   First, we should start to implement the program for healthy living style such as 
shoku-iku program in Japan, to make people realize about their healthy life so that 
Aging problem rate can decreased, also can increase Thai mortality rate as well. (Our 
Thai government has never run this kind of program.) 
Long term Improvement Organization 
Improvement of Thailand medical system is not continuous improvement because all 
the policy is depended on each new government. So the medical system is not stable. 
Example of government program is health care program for low income households was 
replaced by a new and more comprehensive insurance scheme, originally known as the 
30 baht project (about 100 yen) project, in line with the small co-payment charged for 
treatment. People joining the scheme receive a gold card which allows them to access 
services in their health district, and, if necessary, be referred for specialist treatment 
elsewhere. In this program, after change the government, the program couldn’t continue 
properly so that the people who already get used to the treatment under this program 
cannot continue to do so. Bigger problems happened in medical system because of this 
stopped program. To solve this kind of problem, national healthcare program should 
not belong to the government but directly to the ministry, or manage under the 
independent project in order to protect government policy’s effects. 
Many doctors are not general physicians; most of them specialize in a specific area. 
This is problematic when a patient doesn’t know what specialist to go to. Patients who 
have minor problems with their health might have a hard time finding a specialist who 
can treat it. This is because the specialists concentrate on the larger issues in their 
specific field, rather than general practice because much more income and academic 
achievement benefits. To solve this problem we need to improve medical education 
system to improve medical students’ belief and also the entrance exam for medical 
student should not base on just only paper exam about academic but also justice, mind 
test, willingness to be a doctor for people. Also we should promote Thai traditional 
medical treatment by giving course of alternative medicine in Faculty of medicine 
in order to make medical students have more motivation to choose to study about 
alternative medicine. (We have course for traditional medicine but not so popular 
because it’s not belong to faculty of medicine so just few students want to study in that 
field.) 
 
Cahyo Riyadi (Indonesia): Solutions to improve medical system in 
Indonesia 
Indonesia is one of the most high population countries in the world. There are so many 
problems faced by Indonesia including the problem in medical system. The following is 
the my opinion to improve medical system in Indonesia. 
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Solution to Improve Medicine System Related with Aging and Dementia in 
Indonesia 
Population of elderly in Indonesia from year to year the numbers likely to increase. The 
data from Coordinating Ministry for People's Welfare(KESRA) reported that in 2010the 
estimated population of the elderly in Indonesia will reach23.9 millionor9.77% 
andapproximately67.4years of life expectancy. Ten years later or in 2020the estimated 
population of the elderly in Indonesia reached 
28.8millionor11.34%toapproximately71.1years of life expectancy. Unfortunately based 
on the existing data on poverty in Indonesia, it is estimated that many elderly residents 
who live below the poverty line to overcome this problem, in my opinion it is important for 
the government to have an insurance program for elderly (aging population) especially 
who live under poverty line. It is also important to provide more to prepare social worker 
who has knowledge about gerontology correlated to the elderly and dementia, because 
in Indonesia there are very rare worker related to this. 
Another way is by giving more common facilities in public area special for elderly, 
because nowadays in Indonesia there are very limited facilitation for elderly in public 
area such as increasing the healthcare facility in hospital, public transportation, 
pedestrians, etc. 
Solution to Improve Alternative Medicine Indonesia 
Alternative medicine in Indonesia in my opinion is lack of standard and insurance of 
qulity. So I think it is important for the givernmnet to make a standard of quality and 
insurance system in alternative medical healthcare. It is important because the 
consumer need safety and the provider of alternative medicine can be more careful and 
responsible. 
Solution for General Medical System in Indonesia. 
There are many factor in terms of safety culture, so it is needed more comprehensive 
solution to improve safety culture, the following are the ways to improve medical system 
in Indonesia conprehensively 
1. Develop and implement national standards for examination by which doctors, 
nurses and pharmacists are able to practice with hope that their work quality is 
excellent. 
2. Utilise and apply more advance medical information systems to encourage 
healthcare data collection, transparency, quality management, patient safety, 
efficiency, efficacy and appropriateness of care. 
3. Better payment (salary) for medicine worker with hope that they can work more 
profesional. 
4. Need more clearly about reward and punishment in healthcare institutions. 
5. Make a better curriculum in medical, nursing, pharmacy and other schools that train 
healthcare professionals, so that they too are trained in the new paradigm. 
6. The government should appoint a commission which makes recommendations for 
the healthcare system and monitors its performance. 
7. Obtain proposals from private insurance companies and the government on ways to 
provide medical insurance coverage to the population at large and execute the 
strategy. It is healthy to have competition in healthcare, and provide health 
insurance to the millions who cannot afford it. 
8. Rapidly develop and implement national accreditation of hospitals; those that  do 
not comply would not get paid by insurance companies. However, a performance 
incentive plan that targets specific treatment parameters would be a useful adjunct. 
9. Encourage business schools to develop executive training programmes in 
healthcare, which will effectively reduce the talent gap for leadership in this area. 
In my opinion, by doing some problem solving stated above, the medical system in 
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Indonesia can be better, not only in terms of standard and quality, but also in terms of 
equity. 
 
Tomi Adi Purnomo (Indonesia): Improving Medical System in Indonesia by 
Alternative Medicine and Safety Culture 
Safety culture 
Medical error can happen in all stages in the process of care, from diagnosis, to 
treatment, to preventive care. In Indonesia, where the medical technology is still 
considerate as a new tools (changing technology) to cure the patient and a little 
experiences of the medical staff to practice use the medical utilization still happened 
many errors in due to the failure to follow accepted practice at an individual or system 
level in managing a condition. 
An example of an unavoidable adverse event is an unanticipated allergic reaction of 
a patient to an antibiotic or error on operation which we call it mall practice. Many cases 
happened in Indonesia as the result of unsecure practice such there are tools left 
behind in the body after operation, or wrong prescription that make the patient come to 
get complicated diseases, far from recover. In fact, many malpractices in nursing the 
patient, especially on the case of operation have happen, but few of them are reported. 
If there are some case reported, it because of remonstrate or claim from the patient 
family which ignored by hospital management. Of course this happen when the patient 
is coming from middle up society and educated one, so that they can take 
compensation from it and in order to make the hospital become more carefully on 
treated their patient who pay for their treatment. 
One of the solution is that the government, by means Ministry of Public health should 
be took in to consideration on creating and starting a culture that encourages the 
sharing rather than the hiding of errors and near misses is needed to promote patient 
safety. It has become clear that the culture in health care environments is significant for 
patient safety. The retrospective hospital in Indonesia should record review to calculate 
adverse event rates not has been used widely, requires an understanding of why errors 
occur, but in fact, the hospital management seem always to hide about that matter. 
Because, without error-reporting, error occurrences are expected regardless of who 
commits errors. Achieving safer health care needs an approach which seeks out and 
removes the error provoking properties within the system instead of within the 
individual’s safety culture in Indonesia. 
Alternative medicine 
In case of alternative medicine, Indonesia are countries were there are contains so 
many plants can be made as row material herbal medicine. Many herbal medicine 
industry are exist in the societies arrange from home industries up to big industries. The 
big industries like “PT Jamu Jago” even has become export their products. Many 
Indonesia’s societies especially who live in rural area tend to consume traditional herbal 
medicine which is easily found in their surrounding neighborhood. Of course 
government must make some regulation  to attend on this matter because most of the 
home made herbal industries just base their medicine on traditional manner, without any 
blend the material into proper ingredient and consideration on material condition. 
Sometimes they uses some broke material without washing first or mildew material 
which even can make dangerous on human who drink it. People usually just trust to the 
seller that the herbal medicin is good for their health without investigate the 
composition. Many mischievous home industries even blend their prescription with 
dangerous material such addictive preserve in order to make it stand longer or synthetic 
dyes to attractive appearance. 
Aging and Dementia 
32 
 
In sense of Aging and dementia, commonly, in Indonesia, the three major health 
disorders by aging people are suffered from were eye complaints and impaired vision, 
rheumatism and gastritis and stomach complaints. Progressive chronic illnesses such 
as eyesight problems, hearing disorders and high blood pressure and rheumatism 
hampered the aged daily life activities, which in turn caused them to be dependent on 
others’ assistance. Since the majority of elderly Indonesians are not covered by health 
insurance, it is their (and their family’s) responsibility to provide the budget for health 
services. Of the whole Indonesian population, it is only slightly more than 10 per cent, 
including the elderly, who are covered by health insurance programs. It is common in 
Indonesia for the aged to rely on their families for a living, mainly on children and 
relatives because the ability to live independently steadily decreases. The predominant 
caregivers for the elderly are members of their families, mainly female children. 
Financial support is the sons’ responsibility, while daughters are more responsible for 
day to day care giving. But some times, instead of being cared for, the elderly take a role 
as caregivers for their extended families. It is common that young couples left their 
school aged children in their hometowns. In this case, it is the elderly peoples’ 
responsibility to care for their grandchildren left behind.  
 
Belly Sultrawijaya (Indonesia): Alternative medicine in Indonesia 
One type of non-conventional treatment enormous use in traditional societies are 
complementary-alternative medicine. Based on the National Socio-Economic Survey 
(SUSENAS) on the use of traditional medicine including complementary medicine - 
alternative to increase from year to year (used by 40% of Indonesia's population).In 
2010, survey similarly revealed that the number of Indonesians who preferred 
alternative medicine had increased rapidly. Many Indonesians believe in the efficacy of 
their traditional herbal medicine or jamu. From common colds to impotency, people will 
go to jamu stalls to drink herbal medicine.  
To support the implementation of these treatments, Indonesian Ministry of Health 
has issued the Decree of the Minister of Health No. 1076/Menkes/SK/2003 about 
traditional medicine and the Minister of Health Regulation No. 
1109/Menkes/PER/IX/2007 about the administration of complementary medicine - 
alternative health care facility and service, type of treatment, including expatriate 
executive power. According to the Regulation of Minister of Health definition of 
traditional complementary medicine - alternative non-conventional treatment is intended 
to improve public health include promotive, preventive, curative and rehabilitative 
obtained through structured education with quality, safety and effectiveness of high 
biomedical science based but not accepted in conventional medicine. In the 
implementation, this treatment should be conducted synergy and integrated with 
conventional medical services personnel executive such as doctors, dentists and other 
health professionals who have training in traditional complementary medicine - 
alternative. The types of traditional complementary-alternative medicine that can be 
held in a synergistic and integrated must be set by the Minister of Health after the 
assessment. Types of complementary services - alternative based on Regulation of 
Indonesian Ministry of Health, No. 1109/Menkes/Per/2007 are: 
 Mind and body Interventions: Hypnotherapy, mediation, spiritual healing, prayer 
and yoga 
 Service system of alternative medicine: acupuncture, acupressure, naturopathy, 
homeopathy, aromatherapy, ayurveda 
 How to cure aging : chiropractice, healing touch, tuina, shiatsu, osteopathy, 
massage sequence 
 Medical pharmacology and biology: herbs, herbal, gurah 
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 Diet and nutrition for the prevention and treatment: diet macro nutrients, micro 
nutrient 
 Other means of diagnosis and treatment: ozone therapy, hyperbaric, EECP 
The question arises that can we trust alternative medicines? In Indonesia, many 
alternative medicines are not fully regulated and monitored. This allows for uncertainty 
regarding the efficacy and safety of such products. Many alternative medicines are not 
supported by evidence-based research. Furthermore, manufacturers of alternative 
medicines exaggerate their healing properties by making promotional advertisements 
filled only with comments from satisfied customers rather than proper research 
data. Several steps should take by government to overcome these problems. While 
access to health care is a basic human right, so it is the government’s responsibility to 
supervise the practice of traditional and alternative medicine. The government, 
especially the Health Ministry and the Food and Drug Supervisory Agency should 
protect society from the perilous effects of traditional treatments that are toxic to 
humans through strict regulations and monitoring. If traditional medicine manufacturers 
cannot prove that their products are safe, the government should close their factories.  
The government should also promote the wider distribution of professional health 
workers. With more health workers spread equally throughout the country, people can 
go to the right place and gain a better understanding of a particular disease and the safe 
medicine to treat it. The government should further ensure that medical treatment in 
public hospitals is free for those on low incomes, so that they are not encouraged to 
seek out unproven traditional medicines.The Indonesian Broadcasting Commission 
(KPI) should rebuke television stations that broadcast traditional medicine 
advertisements that could mislead consumers. Health organizations, such as the 
Indonesian Medical Association (IMA) should promote evidence-based medicine to 
society, so that people will only trust medicine that has been proven to work through 
research. They can also organize talk shows or advertising campaigns on television, 
radio, in print media and on social media sites about the danger of untested medicines. 
Finally, we want safe drugs — including traditional and alternative medicines — for all. 
This can happen if traditional medicines are subjected to scientific research and 
government monitoring and regulation. 
 
Heldi Yunan Ardian (Indonesia): The improvement of caring and medical 
system for aging population in Indonesia 
The Current Status 
Almost all Indonesia people do not know how to deal with aging population. In their idea, 
parents are the part of their lives. They believe separating parents from their daily lives, 
for example by sending them in nursing homes, is an immoral act. Three generations in 
one house is everybody's dream. But what if circumstances force, such as someone 
who does not have children or they have children but their children have to move to 
other place because of their job? Actually we never have the idea to answer that 
question. What should we do? 
The findings about current status of the social situation, well-being, participation in 
development and rights of older persons worldwide have been discussed by 
Department of Economic and Social Affairs United Nations in 2011. In my point of view 
the data on this paper represents the problem of aged population both in developed 
countries and developing countries. The summary of the report includes: 
1. A sizeable majority of older persons are female, especially among those aged 80 
years or above. Older men are more likely than older women to be married, in part 
because women tend to live longer and are often widowed. 
2. Older persons in developing countries tend to live in multigenerational households, 
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though this practice has begun to decline with the changes in family structure driven 
by migration and other factors. In developed countries, older residents are more 
likely to live alone or with a spouse than with their children. The quality of housing 
for older persons is often better than that for the general population in developed 
countries, while the opposite is true in developing countries. 
3. Older persons, in particular women and the oldest-old, tend to be poorer than the 
members of other age groups. In countries where social security and pensions 
cover the vast majority of the labor force, older persons tend to retire from the 
workforce at around age 60 or 65, with women typically retiring earlier than men. In 
Indonesia, it is common that women should not work and be a housewife; she does 
not need to continue to pursue higher education. In 2008 the number of working 
women was only 51.1% while men was 83.5%. This may lead to the poorer 
condition for women in their future. 
4. Life expectancy, especially at older ages, has improved significantly in most 
countries over the past several decades. In most countries, members of the older 
population do not have sufficient access to health services, and training in geriatric 
medicine is lagging behind the demand for this type of care. Indonesia and many 
developing countries may have this worse experience. 
Elderly Support Policy in Indonesia 
The number of the elderly population has reached 23 million people or about 10 percent 
of Indonesia's population. From the 23 million of elderly people, around 1.7 million elderly 
is neglected. Of the 1.7 million elderly people, the Ministry of Social Affairs only provided 
social security to 10,000 people elderly in 2010, and 3,000 elderly in 2011. The social 
security given to every elderly is about Rp 300.000/per months (equal to ¥ 2,500). 
Existing government programs for the elderly are limited in terms of funds and 
resources, rather sectoral, centralized and target oriented. They focus mainly on the 
poor elderly with specific problems, in particularly those who are neglected with or 
without families. Families also hesitate to use nursing homes, because most 
Indonesians consider it shameful to send elderly relatives to a nursing home, especially 
if there are still family members who could provide care. 
By contrast, home-care – allowing the elderly to remain in their own homes and 
communities while receiving a range of support services – is more acceptable. 
Home-care is also more cost-effective, and can thus cover more elderly, as well as 
creating a sense of self-reliance and solidarity within communities. Since the services 
provided are developed by and for the community, it is expected that they more closely 
meet the needs of the people concerned. Community-based support was also seen as a 
component of good governance in terms of popular participation in development and 
self-reliance. The National Plan of Action for Elderly Welfare has been developed in 
co-operation between the United Nations Population Fund (UNFPA) and Indonesian 
Ministry of Transmigration and Manpower. This Plan has formulated provisions for 
social assistance and social security, especially for neglected older persons by 
developing specific Social Security Gotong Royong, and by empowering the traditional 
values of the community with a potential to promote and protect the status of the elderly. 
The strategy, “Three Generations under One Roof” will be encouraged. In addition, 
training and schooling for the elderly are strategies in the National Plan aimed at 
improving the quality of life of the elderly in limited circumstance. However, technical 
support and financing from international trust funds are important issues in elderly 
health care development. 
To sum up, base on my opinion, expecting much from the government is not a good 
move. Beside the Indonesia culture, family support is the core agent of change to 
improve medical system in Indonesia. The lack of personnel, health facilitations, nursing 
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homes, and the low income can be solved simultaneously. As we may aware, at 
present, there are approximately 141 nursing homes for the elderly throughout 
Indonesia, covering 8,308 persons, a tiny number compared with the size of the elderly 
population. Last but not least, community support is also important. Community has the 
right and opportunity to play a role in improving the welfare of the elderly. The 
government could start the improvement by repairing and opening a wider access to 
aging population. 
 
Prasojo Bayu Suwondo Putro (Indonesia): Indonesian Alternative 
Medicine- It is cheaper, but is it safe? 
Worldwide, medical treatment nowadays becomes an interesting business. Most 
medical industry actors are also trying to stay in business by selling you things. It is 
obviously that medical industry tries to sell to us their “products”, such as procedures, 
tests, devices, drugs, and treatments. Sometimes it is a medical care that you may not 
need or want, even that may harmful for you. 
According to the Global Industry Classification Standard, a healthcare or medical 
business includes many categories of medical equipment, instrument and services as 
well as biotechnology, diagnostic laboratory, and drug manufacturing. It’s obviously that 
a technology is one of key factors for the medical industry development, instead of the 
medical human resources. So let’s focus on one of the appliance of medical technology, 
we called it medicine. Generally there are two kinds of medicine in the medical 
business: conventional medicine; and alternative medicine. National Center for 
Complementary and Alternative Medicine (NCCAM) defines that alternative medicine is 
a group of diverse medical and health care systems, practices, and products that are 
not presently considered to be part of conventional medicine, which has otherwise 
definition. Critics say about the alternative medicine deceptively, because it implies that 
there is an effective alternative medical treatment to the science-based medicine. In 
facts, China as the most advance countries that using alternative medicine still couldn’t 
standardized their treatment, because their medicine is based on the ancestor heritage 
and also the non medical experience during the past time. 
In advance, let’s try to take a look further to Indonesia, which has more than 200 
million people from any economic status. Since the healthcare becomes an “expensive 
part of human living”, the businessmen aggressively conduct more convenient and 
reliable healthcare services. Therefore, the price also becomes aggressive as well. To 
some extent, this situation becomes such a disaster for the un-wealthy people. Instead 
of come to the conventional medical service, they tend to come to the alternative 
medical service, which offering the cheaper price and “chemical safer” medicine. 
Furthermore, this alternative medicine becomes a new business sector that consider in 
the most developing countries, including Indonesia. 
In 2002, Indonesian Health Ministry noted that at least 280,000 alternative medical 
experts conduct practicing in Indonesia; and it’s a huge number for an Asian developing 
country. Basically, the patient of the alternative medical service is un-wealthy and also 
less-educated people. But nowadays, there are turn point of the consumers, where the 
wealthy and educated people also interest in to use this service. The reasons depend 
on the personal choice, but the most important now is how the government could 
manage and assure the safety of the patient. Because as we know, medicine is given 
based on the scientifically measurement, that resulted by yearly research of the 
medicine. So we could imagine how the safety of alternative medicine, if there is no 
standardized “scientifically” of the prescription. Indonesian government through the 
Ministry of Health should arrange technical regulation of the alternative medicine, and 
also arrange the code of conduct of the alternative medicine participants. As a result, 
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the law would guarantee the safety of the consumer. 
 
Siaila Tome Jagroop (Tonga): Learning to understand the dilemmas of the 
aging population through a safety culture 
From the beginning of October last year, which is also the beginning of the second 
semester in Tohoku University, I have been taking a class in the Medical school. The 
class revolved around 3 main themes, which in my recollection were, firstly the aging 
population and how to cope with their vulnerability to dementia. Secondly, alternative 
medicine and their uses in a modern world, which took into account acupuncture, 
traditional medicine and physical therapy. The second theme was to find a 
standardization value for the use of these traditional forms of medicine for they are still 
very useful today in the modern world. Last but not the least the current ways of trying to 
improve some of the systems but especially the medical systems in the world with the 
use of a safety culture approach as opposed to the old punitive approach that always 
looked directly at punishment due to an error. This report aims to elaborate further on 
two main concepts, which had been taught in the class, the aging population and the 
use of safety culture to alleviate some of stress which is inherent through growing old. 
The Aging Population in Tonga 
Tonga is a small kingdom located in the South Pacific and is part of a string of islands 
known as Polynesia. The country has approximately 110,000 people and like many 
other countries in the South Pacific has a population structure that is composed mainly 
of young people. Therefore the structure of population pyramid for Tonga is triangular in 
that there are more young people than older people in the country. The average life 
expectancy in Tonga, according to the United Nations, is 70 years and by 2011 Tonga`s 
population consisted of just a little over 6% of people 65 and more years of age. 
The Aging Population and Dementia 
In the beginning of the semester many evidence had been presented that showed a 
very clear relationship between aging and dementia. The word dementia comes from 
the Latin words demens or dement which means out of one`s mind. In the science of 
neurology the word dementia is associated with a chronic brain disorder that results in 
the loss of memory, personality changes and impaired reasoning. Although everyone in 
general is vulnerable to dementia through head injuries, substance abuse and other 
ways, aging people are the most susceptible because aging has a diminishing effect on 
the mental process of people. This situation becomes more alarming in overwhelming 
events such as natural disasters because in isolated overcrowded areas, dementia 
victims tend to become more frightened as a result of them leaving their comfort zones. 
Studies, which have shown that wives tend to outlive their husbands, are also significant 
in establishing factors, which could be stepping-stones to understanding the causes of 
dementia in old age. 
Old age, Dementia and Safety Culture 
The safety culture approach is very important in understanding old age because its 
approach seeks out the medical world as a system of various components. This is very 
important for Tonga because old people are left alone most of the time and sometimes 
are even left to babysit children while parents go to work. Since old age is directly linked 
to dementia when old people become forgetful at times there are cases whereby they 
have been blamed for the error but indeed memory impairment is part of growing old 
and although some degree of responsibility gives old people chances of joining the 
modern world, it is unfair to blame human error as a responsibility upon old people. 
Therefore they need the understanding of a safety culture in order to continue to feel 




These recollections from the class will be very helpful in Tonga where there is still a 
punitive system. It is significant to understand that old people are vulnerable to 
dementia because in Tonga, many people do not believe that the impairment of memory 
in old age is a very significant age issue. I hope that soon this situation will be improved 
in Tonga because it might increase the life expectancy rate of the country`s small 
population. 
 
Yuni Nurul Azzizah (Indonesia): Indonesia Safety Culture-The Dilemma 
between Life and Money 
Patient safety is one of the most important points to consider in healthcare. As such, 
various programs are entered by healthcare institutions to monitor their services 
including patient safety procedures. Patient safety is a critical component of health care 
quality, but most hospitals in Indonesia do not have special unit which to deal with 
patient safety. Even, there is no assessment yet to patient safety culture in Indonesian 
hospitals so far. But the worst part, there is no quality control.  
In Indonesia there is no public or state-owned hospital had so far been 
internationally accredited because they had not yet reached the required quality 
standards. Only five who can reach the international accreditation, only five out of 1,800 
hospitals in Indonesia are currently accredited internationally and The five 
internationally accredited hospitals in Indonesia are Siloam Karawaci Hospital and Eka 
Hospital Bumi Serpong Damai in Tangerang, Santosa Hospital in Bandung and Bintaro 
Premier Hospital and Jatinegara Premier Hospital in Jakarta. 
Government expenditure on health services is relatively low in Indonesia there are 
reports of poor performance in government hospital rural facilities, high rates of 
absenteeism and lack of supplies and equipment. For 2010, the health ministry has 
been allocated $2.2 billion, which is a slight increase over 2009 but still half of what is 
generally spent by the defense department. Overall, spending on health comes in at 
less than 2% of the year's total fiscal expenditures estimated around $110 billion.  This 
can be the first factor that Indonesia safety culture is really low, because the 
government did not have enough budgets to maintain the facilities and care “much” 
about patient safety. The budget comes from citizen tax and there are a lot of people did 
not pay tax. Besides that, the corruption issue in many aspect of public service has been 
well known. Other famous problem in Indonesia is the workers that work in government 
owned hospital sometimes did not care too much because they salary did not depend 
on people who come to the hospital, the government paid them. So it doesn’t really 
matter how many patients who come and alive or fail or whatsoever because they will 
get the same exact salary every month and the people will come to government hospital 
anyway because it is way more cheap than private hospital. 
The case is difference with private hospital, usually they provide good service and 
they “care much” about the patient because they life also depend on the patient. Patient 
pay for the service and to keep the hospital alive they need to gain trust from the patient. 
The capital of private hospital comes from the investment that is why they don’t have 
limit budget to keep the better service to their patient. But the irony is the patient have to 
pay a lot of money to be treated in private hospital. The price different from government 
hospital is way too high and sometimes 100 % higher. With this gap the poor people 
consider to be treated in government hospital with the risk they have to take and rich 
people to private hospital which they can pay for the service there. The irony then 
influence the safety culture image, which is only rich people who can have more chance 
to be in the safety culture hospital. 
But there are a lot of things that can change this irony; the government should have 
willingness to reform the government hospital in human security perspective, this is their 
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first job as the highest organization in one country to take care their people in all aspect 
of life with provide bigger national budget in healthcare system more than in military 
budget. Active in international community can be a good stepping stone for Indonesia 
government to learn and compare about safety culture in hospital and learn more about 
accreditation and has the willingness to join and keep reforming the hospital quality, 
hospitals must be accredited to ensure their quality, In Indonesia it is still ambiguous as 
to who can force hospitals to gain accreditation. Also, Indonesia should improve supply 
and distribution, access to the highest levels, and health insurance reform should be 
taken seriously and nominate real leadership to manage the reform with a budget and 
high-level management. Domestic and Internationally training and joint seminar also 
needed to compare the working guideline about the patient safety. And the last but not 
the least, the corruption issue needs to be done with law enforcement regarding the 
aspect of life of many people for example the healthcare budget, the transparency and 
accountability is one of the key for this issue. 
And until now hundreds of Indonesians still die each year of tuberculosis, malaria, 
dengue fever and other “treatable” illnesses. 
 
Cremildo Abreu (Mozambique): Safety Culture for Improvement of Medical 
System in Mozambique 
Mozambique is one of the least developed countries in the world. In terms of Human 
Development Index (HDI) its is ranked 164th position in an universe of 187 countries 
(Human Development Report, 2010). Access to health service and life expectancy in 
Mozambique is very low. Most of the hospitals there doesn’t have good conditions in 
terms of sanitation or hygiene and, in addition to that, safety procedures are not so 
much taken into consideration. Many patients die in hospitals for other causes than the 
disease or situation that made him go to hospital. The causes of death are diverse and it 
includes: negligence, reckless behavior or involuntary error by the doctor or hospital 
staff. It is possible that with the introduction or improvement of safety culture, the 
situation in Mozambican hospitals could get better. It would require hospital staff and 
patients to follow safety procedures. In fact, in some hospitals, safety procedure and 
mechanisms already exists, and the staff there already know about it. The problem is: 
how to execute the safety procedures? In many cases, safety procedures requires the 
use of material like gloves or new bandages for injuries which the hospital doesn’t have. 
How to proceed in this situations?? In some other cases, the hospital have the material 
and safety procedures, but some staff the can`t read, and if they can read, they cant 
understand the procedures because their school level is very low. Usually this places 
are far into the rural areas where educated people don’t want to go. How to proceed in 
this situation. 
Conclusion 
In Mozambique, improvement of safety culture could help a lot to save human lives in 
hospitals. However, it is far for being a viable solution because of many factors, most of 
them related to the poverty and underdevelopment of the country. Improvement of 
safety culture will require more than availability of materials and training of personal. It 
depends on level of education and economic condition of the country. It is necessary a 
coordinated action involving all the sectors of economy, education, culture and politics. 
Mozambique is growing very fast in terms of economy and overall development. 
Working conditions are improving in many areas including the health sector. With the 
development of the country, the safety culture will get better and better. However, it is 
important that every sector tries to apply and improve safety culture with the means they 




























































する認知症患者に対する医療と患者の QOL を高めることに繋がると考えられる。 
 
症例 79 歳 女性 右利き、教育年数 8 年 
主訴： 失語症、右片麻痺 
現病歴： 1996 年 12 月に脳卒中と失語症を発症し、画像診断にて左前交通動脈と
左中大脳動脈支配領域における広範囲の梗塞領域が認められた。近医に通院し、
治療とリハビリを行ったが、麻痺が改善しなかったため、言語療法を行うことは困難で







MRI 画像： 左前交通動脈と左中大脳動脈支配領域における梗塞領域 
経過： 2001 年 12 月からフォークソングや童謡等を取り入れた音楽療法を行い、16
曲についてピアノやギターの伴奏と音楽療法士の声に合わせて歌うといった訓練を
行った。またメロディーをつけずに歌詞の復唱といった訓練も同時に行った。2008 年
2 月からは歌った事のある歌の歌詞を変更し練習した。2009 年 6 月からは音楽療法
室に入室したときに「どんぐりころころ」、退室したときに「さようなら」という歌詞がある
曲を練習した。同時に「こんにちは」と「さようなら」の時に音楽療法士がそれぞれお辞
儀と手を振る動作を行った。2001 年 12 月の訓練により歌いだし指示があれば自発
的にＡメロが歌えるようになった。また、8 曲については曲名を先に教えるとＡメロを歌


















































する目的で、1998 年有病率調査の過程で発見された CDR 0.5 高齢者に対して、見
当識訓練と回想を取り入れたグループワークを施行した。心理社会介入が認知症に
対して有効であるとすれば、軽度認知障害（MCI）ではより効果が期待できる Ishizaki






認知症疑いの有病率は 23.6％となり、男性では 75 歳から 87 歳まで徐々に有病率が











である。対象者は CDR 0.5の 75歳以上の高齢者であり、事前検査では回想法 27
名、運動療法 24名、レクリエーション 32名であった。事後検査では脱落者などにより
人数が減り、回想法 24名、運動療法 13名、レクリエーション 20名と回想法の脱落
者は他の活動に比して少ない結果となった。回想法グループのでは、週 1回 60分の
回想法とリアリティオリエンテーション（RO）、またホームワークを週 1回課し、それを



























2) 東北大学医学部 5 年次 地域医療実習カリキュラム 
 
大崎市民病院実習者に関して、田尻診療所として認知症外来や特養入所者の診療、
訪問リハビリなどの実習を指導している。毎年 4 回、1 週間を下記のプログラムで医











































開催日 演者 演題 
2012.6.19 Kuo-Inn Tsou Introduction of College of Medicine in Fu Jen Catholic University 
 Ping-Keung Yip 
Behavioral and psychological symptoms of 

































































































































① 大崎市 認知症支援員会（委員長は市長。目黒副委員長） 
② 栗原市 認知症検討委員会（委員長は市長。目黒副委員長） 
③ 登米市 認知症臨床対策委員会（委員長は登米市民病院地域連携室長、目黒委
員） 
















































Nakata et al, Neuroepidemiology 2009; 33: 103-110  









宮城県栗原市は、平成 22 年 12 月現在、総人口は 76,625 人、65 歳以上高
齢者人口は 24,225 人（高齢化率 31.6％）、75 歳以上後期高齢者人口 14,613 人








る FDG-PET を用いた糖代謝から、図 C-4 に示すように、CDR 0.5 群のなかでも将来
認知症に移行する群（CDR 0.5 Converters）は、そうでない群（CDR 0.5 
Non-Converters）に比べて、基準においてすでに後方帯状回や海馬傍回など、アル
ツハイマー病に特徴的な部位の糖代謝が低下していることを認めた（Ishii et al. Int 
Psychogeriatr 2008; 1: 1-9）。今後、画像診断と神経心理検査の組み合わせにより、
認知症に移行しやすい群を地域でより早期に発見できるシステムを検討する。 
 
























英文原著No. 23: Nakatsuka M, Meguro K, Tsuboi H, Nakamura K, Akanuma K, 
Yamaguchi S. Contents of delusional thoughts in Alzheimer’s disease and 
content-specific brain dysfunction assessed with BEHAVE-AD-FW and SPECT. 

























































































（50~81 歳、男性 12 名、女性 1 名）が希望し、1 名は途中で体調不良のため中止。2
名は重度失語のため MIT で対応した。計 10 名が歌唱練習を最後まで終了した。初
回評価の呼称検査で喚語できなかった単語の一部を目標語として、馴染みのメロディ
ーに乗せて、つまり替え歌で週 1 回 1 時間、約 3 ヵ月練習を行った。その結果、訓練






























































































東日本大震災により、グループホーム（GH）-A・B が被災し、入所者計 17 名中 14 名
が同法人経営の GH-C に避難した。当初の入所者は 3 倍の 23 名になり、過密状態
による認知症の悪化が心配された。しかし、行動が改善した入所者を認めた。支援を
兼ねて診察したが、行動の改善を 60%に認めた。症例 1： 90 歳代女性、要介護 3。









8th Research Symposium on Multi-hazards around the Pacific Rim (APRU) 




Abstract of the 8th APRU Research Symposium 
The aim of our laboratory is to study the neuroscience of 
dementia and contribute to the welfare of elderly. Our 
work in northern Miyagi prefecture has always been our 
priority. However, we never expected to experience such 
an extreme challenge as that of the 3/11 earthquake. 
 
1 Our laboratory’s effort at the secondary 
support area 
1.1. Primary emergency stage at Tajiri 
The author was seeing outpatients at our research clinic in 
Kurihara City when the earthquake struck. We 
immediately ensured the safety of the patients by 
evacuating the building. All the staff knew how to act, 
perhaps partly because of their experience of the 2008 
Iwate-Miyagi Inland Earthquake, which hit this city only 
3 years ago. After ensuring that everything was in order at 
the clinic in Kurihara City, I went to the Tajiri Clinic, 
which is one of our most important research centers 
(Meguro et al. 2002, Meguro 2011). At the clinic, I found 
that a large number of refugees had gathered. However, 
the doctor in charge was off-duty that day. I took on the 
duties of the clinic, confronting a series of challenges 
caused by the disaster. 
I was pleased to find that most of the 80 refugees had 
carried their own medications with them, which enabled 
us to make up a list of their doctors and medications. 
There were no patients without their antipsychotic or 
antiparkinsonian drugs, the absence of which might have 
been troublesome (Rabinak et al. 2010, Baldessarini et al. 
2010). An important lesson in disaster preparedness is to 
teach repeatedly everybody about the critical importance 
of medications. 
After getting permission for use of 3 cars as 
emergency vehicles, made available by two staff 
members and a graduate student, we discussed possible 
support for refugee shelters that might ask for our help. 
As a preparation for a disaster, we should know how to 
make our cars as emergency vehicles. 
 
1. Secondary support stage at Tajiri 
1.2.1. Our policy 
Ten days after the earthquake, the “primary emergency 
stage,” in which the activities of rescue and emergency 
teams play the most critical role, was followed by the 
“secondary support stage.” At this time, refugees from the 
most damaged areas began to arrive in less damaged 
areas, including our own research areas, Osaki City. 
Our policies were as follows: 
(1) Ensure the safety of the destination area. Some 
refugee shelters were situated near the coast, with a risk 
of secondary incidents. 
(2) Identify the probable demands on the destination area 
so that preparations could be made before people arrive. 
(As it happened, 40 volunteer medical doctors were 
waiting at a shelter with nothing to do, having rushed to 
the site to help refugees, without any plan.) 
(3) Understand the goals of volunteers and try to match 
their goals with needs, taking into account potential 
dangers, including psychological trauma. Some 
volunteers or students may be so eager to help that they 
may not be mindful of danger. 
Following establishment of these policies, Osaki City 
requested help confirming the safety of people in the 
community. 
 
1.2.2. Activities of the support team for Osaki City 
Our team visited 790 houses and discovered 54 people 
helping need. Our visits accounted for 10.4% of the 7,604 
houses that were visited in Osaki City. We discovered 
various cases of “weakness due to the disaster.” Most of 
the people who needed help were elderly, including some 
who had become sick. A shortage of fuel had prevented 
ABSTRACT: According to Osaki City’s request of help confirming the safety of residents after the Great East Japan 
Earthquake 2011, we visited 790 houses and discovered 54 “weakness due to the disaster.” Most of them were older 
people previously assessed as Clinical Dementia Rating (CDR) 0.5 (mild cognitive impairment) in the Osaki-Tajiri 
Project. It is important to screen CDR 0.5 residents in a community for the measure to disaster as well as early detection 
of dementia. We are now planning to survey the weakness due to the disaster using an original neuropsychological 
screening test for risk management and social judgment. 
Dementia and the Great East Japan Earthquake 2011                    
A report from the secondary support area - 1. An importance of neuropsychological 
screening for the weakness due to the disaster 
Kenichi Meguro, Kyoko Akanuma, Megumi Nakai, Yuriko Kato, Yukiko Honda, Kei Nakamura, 
Masanori Chiba, Sergio R. Gutiérrez U. 





Abstract of the 8th APRU Research Symposium 
some people from consulting their doctor. Others were 
confused because they did not have the information that 
they needed to obtain medicines from a doctor other than 
their usual consulting doctor. Unfortunately, some elderly 
people who lived alone were found deceased in their 
house. Most of the “weakness due to the disaster” was 
previously assessed as Clinical Dementia Rating (CDR) 
0.5 in the Tajiri Project (Meguro et al. 2004), which is the 
borderline condition between healthy aged and dementia. 
   As shown by Figure 1, the ratio of CDR 0.5 was 










I think that it is important to routinely screen CDR 0.5 
residents in a community. Our contributions may help in 
planning of future health policies. 
 
2 Application of neuroepidemiologic survey 
To screen the weakness due to the disaster, we consider a 
test assessing social judgment to be useful. We applied 
the previous data and now making a new tool. 
 
2.1 Neuroimaging findings on social judgment 
From a community-based cohort of the Osaki-Tajiri 
Project, 22 participants of CDR 0.5 were previously 
studied by neuropsychological tests including the 
Cognitive Abilities Screening Instrument (CASI) (Inoue 
et al. 2012). 
The CASI contains nine domains, i.e., Remote 
memory, Recent memory, Attention, Mental manipulation 
& concentration, Orientation, Figure copying, 
Abstraction & judgment, List-generating fluency, and 
Language. Regarding CASI domain Abstraction & 
judgment, subjects are asked for abstracting similarities 
between pairs of items, together with the following 
questions: What actions would you take if you saw your 
neighbor’s house catching fire? What actions would you 
take if you lost a borrowed umbrella? What would you do 
if you found an envelope that was sealed, addressed and 
had a new stamp? 
Regional cerebral blood flow (rCBF) was assessed 
using [123I]-N-isopropyl-p- iodoamphetamine and single 
photon emission CT (IMP-SPECT). The SPECT scan was 
acquired at 30 min of mid-scan-time after the injection of 
111 MBq IMP. We used the statistical parametrical 
mapping (SPM5) software with Matlab 6.5.1 
(Mathworks, USA) for voxel-based whole brain analysis. 
Multiple regression analyses were performed for each 
CASI domain: age, years of education, gender, and whole 
brain counts of the SPECT image were used as 
confounding covariates. The threshold of statistical 
significance for the peak height was set at p<0.005 and 
cluster extent>300 voxels at p<0.05. 
As illustrated by Figure 2, we found decreased CASI 
domain Abstraction & Judgment score to be correlated 











2.2 Screening test for the weakness due to the disaster 
According to Mussweiler (2003), human judgment is 
comparative in nature. When people evaluate targets of all 
levels of complexity, ranging from simple psychophysical 
objects to complex social stimuli, are evaluated in a 
comparative manner. Thus episodic memory, semantic 
knowledge, and emotion as well as risk detection test 
would be unified. A preliminary data will be presented. 
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Abstract of the 8th APRU Research Symposium 
We herein present data on paradoxically improved 
behavior of dementia people in a group home after the 
disaster. This is compatible with our previous findings on 
group work, suggesting an implication of psychosocial 
intervention for dementia. 
 
1 Group homes damaged by the tsunami 
1.1. Group homes staff’s efforts 
Group homes (GH)-A and B, run by a private company, 
were located in the coastal area and damaged by the 
disaster. Fourteen of the 17 elderly residents lived in the 
two homes were evacuated to another GH-C run by the 
same company. The number of residents in GH-C was 9 
before, becoming almost tripled to 23, and several 
residents started to live together in one room. 
The “compatibility” of residents living in the same 
room was examined by trial and error. Aggravation of 
cognitive deficiency caused by overcrowding was 
anticipated, but surprisingly improved behavior was 
found for some residents, described in a news report 
entitled “Unexpected changes in people with cognitive 
deficiency.” The improved behaviors included improved 
eating, helping to dry dishes and doing exercise with 
others, all showed improved motivation for living. 
We were requested by group home C to investigate 




The 23 subjects were studied (mean age, 81.7 years). 
They were all diagnosed as dementia by the DSM-IV. 
Dementing diseases were diagnosed by the 
NINCDS-ADRDA for Alzheimer’s disease (AD), 
NINDS-AIREN for vascular dementia (VaD) and both for 
mixed dementia (MxD), supported by the Ischemic Score 
(Hachinski et al., 1975). The severity of dementia was 
determined using the MMSE (Mini-Mental State 
Examination) score: ≥20, mild; 10-19, moderate; and ≤9, 
severe. They were 14 AD, 6 MxD, and 3 VaD patients, 
with 3 mild, 9 moderate, and 11 severe dementia. 
 
1.2.2. Interviews 
Memories of the disaster including the earthquake, 
subsequent tsunami, and the evacuation, were obtained in 
interviews. The changes in the amount of care in daily life 
required by the subjects while eating, participating in 
recreation events, bathing, etc., and relationships with 
other residents in terms of consideration of others’ 
feeling, etc. were independently evaluated by two 
observers. They were headquartering staff at the company 
who knew all residents at least for recent 6 months. The 
pre- and post-disaster assessments were performed 1 
week prior to and 1 month after the disaster. Behaviors 
were defined as “improved” if both evaluators indicated 
this finding, “unchanged” if the evaluations were 
inconsistent and “aggravated” if both indicated this. No 
changes in drug administration during this period. 
 
1.2.3. Results 
Memories of the earthquake were retained by all mild and 
moderate residents. Among severe residents, less than 
50% retained the memory. Of the 23 patients, behavior 
was “improved” in 12, “unchanged” in 8, and 
“aggravated” in 3. The rates of “improved,” “unchanged” 
and “aggravated” cases were the same in moderate 
dementia (3:3:3), but 8 of 11 severe dementia showed 
“improved.” Dementing diseases, severity, and behavioral 
changes are shown for residents in each room (rooms 1 to 
10). The cases with “improved” behavior included “a 
mild VaD resident who became more careful about the 
TV volume in the dining room” (room 1); and “a severe 
VaD resident who began to eat more food” and “a 
ABSTRACT: After the tsunami by the Great East Japan Earthquake 2011, two group homes for dementia were 
damaged and the residents were evacuated to another home. This almost tripled the number of residents from 9 to 23. 
Aggravation of dementia was anticipated due to the overcrowded conditions; however, about 60% showed improved 
behaviors. These suggest that the stimulation of their remote memory on family and school, together with the 
consideration of compatibility of residents sharing a room had good effects. The situation was considered as a kind of 
group work, and the previous data on such psychosocial intervention was compared. 
 
Dementia and the Great East Japan Earthquake 2011                    
A report from the secondary support area - 2. Group home activities as an implication 
for psychosocial intervention 
Kenichi Meguro1, Kyoko Akanuma1, Keiko Toraiwa2, Mima Okubo2, Kiyoei Onodera3 
1. Department of Geriatric Behavioral Neurology, Tohoku University Graduate School of Medicine, 
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Abstract of the 8th APRU Research Symposium 
moderate AD resident who started to help with cleaning 
up after eating” (both in room 2). Some behaviors also 
“improved” in severe dementia residents, but no clear 
relationship with dementing disease was found. 
 
1.2.4. Comments 
Living in a small group and dining in a large group might 
have reminded the residents of their family and school 
life. Severe residents seem to have been particularly able 
to adjust to the new environment, probably due to the 
stimulation of their remote memories. Actually, most 
improved residents (11/13) had lived with three 
generation and went to school. 
All mild and moderate residents retained a memory of 
earthquake, but less than half of severe residents. The 
relationship between emotional memory and amygdala 
was reported (Schults et al., 2009): more atrophied 
amygdala was considered to affect less retained emotional 
memory. Some severe residents who talked the disaster 
showed relatively spared amygdala. Also, careful 
consideration of the compatibility of residents in the same 
room through trial and error produced good effects on 
behavior. Our findings suggest that care for residents in a 
small group should be discussed further, but respect for 
individuality and the practice of unit care should also be 
encouraged. 
 
2 Comparison of neuroimaging findings of 
group work 
To promote better understanding this improved behavior 
based on the neurological background, we compared the 
previous findings 
 
2.1. Group work findings 
A group reminiscence approach (GRA) with reality 
orientation (RO) is widely used as a psychosocial 
intervention for dementia (Meguro et al. 2008), together 
with person-centered approach (Meguro et al. 2009, 
Meguro & Meguro 2010). We previously studied 24 VaD 
patients (Akanuma et al. 2011). In addition to the 
conventional care, a one-hour session of GRA with RO 
was provided once a week for three months in the 
GRA-RO arm (n=12). Only supportive care was provided 
in the control arm (n=12). Before and after the 
interventions, cognitive function, depressive state, and 
social activities were assessed. Since glucose metabolism 
is associated with brain function, cerebral glucose 
metabolism was measured by positron emission 
tomography (PET). For behavioral improvement, 10 
patients in the GRA-RO arm improved, so did only 2 
patients in the control arm, showing a significant 
difference. PET demonstrated that metabolism in the 
anterior cingulate was increased in the GRA-RO arm, 
whereas no changes in the control arm. These results 
suggest that GRA-RO stimulates the anterior cingulate 

















2.2. Implication for psychosocial intervention of dementia 
These data together with observations of group home 
residents suggest that stimulating remote memory 
together with emotion have positive effect on patients’ 
spontaneity, probably stimulating anterior cingulate and 
associated neuronal network. Not simple activities such 
as exercise but this kind of deeply stimulating methods 
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a) post vs pre-intervention in the GRA-RO arm 
 
b) GRA-RO vs control arms in post-intervention 
 
Figure 1. Post intervention increase in glucose 










Valley Independent Elder’s Study (MoVIES) Project の国際比較検討（Dodge et al. 








率・発症率ともに日本とほぼ同じ（Meguro et al. Int J Geriatr Psychiatr 2001; 16: 















































































- Japan： Study on Diagnosis of Early Alzheimer’s Disease – Japan） 
















検討（Japan Consortium for Anti-psychotics Treatment in Alzheimer's 
Disease: J-CATIA) 



















際会議を開催している。平成 19 年 10 月には、当講座主催で第 2 回シンポジウム、




③ AD8 を用いた認知症の評価法の比較検討 
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総計 6207.7 万円 
 




平成 24 年度： 350 万円 
 
II．文部科学省 （小計 65 万円） 
 




平成 24 年度： 65 万円（間接経費： 15 万円） 
 
III．厚生労働省 科学研究費 （小計 970 万円） 
 
1．政策科学総合研究事業 H24-統計-一般-002（復興） 
主任研究者： 東北大学経済学研究科 吉田浩 
分担研究者： 目黒謙一・赤沼恭子 




2. 医療技術実用化総合研究事業 H22－臨研推－一般－007 
主任研究者： 関隆志 








3. 医療技術実用化総合研究事業 H22－臨研推－一般－001 
主任研究者： 慶應義塾大学 渡辺賢治 
分担研究者： 関隆志 







4）平成 23 年度： 70 万円 
「基準時 CDR下位項目と心理検査・糖代謝との関連および認知症への移行」 
5）平成 24 年度： 70 万円 
「臨床データ解析」 
 
IV．地方自治体 受託研究費 （小計 1472.7 万円） 
 
1. 栗原市 認知症モデル事業（脳卒中・認知症・寝たきり予防プロジェクト事業） 
研究代表者： 目黒謙一 
1) 平成 20 年度： 100 万円 
2) 平成 21 年度： 100 万円 
3) 平成 22 年度： 100 万円 
 
2. 大崎市 認知症実態把握事業業務 
研究代表者： 目黒謙一 
4) 平成 21 年度： 100 万円 
 
3. 栗原市 「脳卒中・認知症・寝たきり予防プロジェクト」フォローアップ事業業務 
5) 平成 23 年度： 400.1 万円 
6) 平成 24 年度： 299.2 万円 
 
４．登米市「登米市認知症対策調査事業」 
7) 平成 24 年度： 186.7 万円 











平成 24 年度：20 万円（間接経費 1.4 万円） 
 




1) 平成 24 年 7 月： 300 万円（間接経費 21 万円） 
2) 平成 25 年 5 月： 300 万円（間接経費 21 万円） 
3) 平成 25 年 8 月： 200 万円（間接経費 14 万円） 
4) 平成 26 年 1 月： 250 万円（間接経費 17.5 万円） 
 
2．武田薬品工業株式会社 
5) 平成 24 年 7 月： 150 万円（間接経費 10.5 万円） 
6) 平成 25 年 11 月： 50 万円（間接経費 3.5 万円） 
 
3．ヤンセンファーマ株式会社 
7) 平成 24 年 8 月： 50 万円（間接経費 3.5 万円） 
 
4．財団法人脳神経疾患研究所 
8) 平成 24 年 9 月： 100 万円（間接経費 7 万円） 
 
5．医療法人社団 清山会 
9) 平成 24 年 10 月： 50 万円（間接経費 3.5 万円） 
 
6．小太郎漢方製薬株式会社 
10) 平成 24 年 11 月： 50 万円（間接経費 3.5 万円） 
11) 平成 25 年 3 月： 250 万円（間接経費 17.5 万円） 
 
7．有限会社フレンド薬局 




13) 平成 24 年 11 月： 40 万円（間接経費 2.8 万円） 
14) 平成 25 年 11 月： 100 万円（間接経費 7 万円） 
 
9．医療法人相生会 
15) 平成 25 年 4 月： 30 万円（間接経費 2.1 万円） 
 
10．日本メジフィジックス株式会社 
16) 平成 25 年 6 月： 70 万円（間接経費 4.9 万円） 
 
11．株式会社佐々啓 
17) 平成 25 年 11 月： 100 万円（間接経費 7 万円） 
 
12．光電メデイカル株式会社 
18) 平成 25 年 11 月： 20 万円（間接経費 1.4 万円） 
 
13．医療法人啓仁会平澤記念病院 
19) 平成 25 年 12 月： 10 万円（間接経費 0.7 万円） 
 
14．医療法人松田会 
20) 平成 25 年 12 月： 300 万円（間接経費 21 万円） 
 
15．特定非営利活動法人 画像医学と脳健診 
21) 平成 25 年 12 月： 100 万円（間接経費 7 万円） 
 
16．葛西真理 
22) 平成 25 年 12 月： 50 万円（間接経費 3.5 万円） 
 
17．富士フィルム RI ファーマ株式会社 
23) 平成 26 年 1 月： 200 万円（間接経費 14 万円） 
 
18．クラシエ製薬株式会社 
24) 平成 26 年 1 月： 300 万円（間接経費 21 万円） 
 
19．医療法人社団博愛仁志会栗原医院 

























1. The 4th Japan-Taiwan Symposium on Dementia (JTSD): Special Meeting 




いる。当講座主催の第 4 回日本台湾認知症研究会（JTSD）では、台湾から Fuh 教




Time Topics Chairperson Speakers 
9:00- 
10:00 
FTD Prof K Meguro, 
Tohoku Univ, 
Sendai 
Prof JL Fuh, National Yang-Ming Univ, 
Taipei 











Dr TF Chen, National Taiwan Univ, Taipei









Prof YH Yang, Kaohsiung Municipal Ta 
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Assoc Prof T 
Seki, Tohoku 
Univ, Sendai 
Prof YM Huang, Fujen Catholic Univ, 
Taipei 








Dr YC Liu, Fujin Catholic Univ, Taipei 
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Dr TH Huang, Chang Gung Memorial 
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2. The 5th Japan-Taiwan Symposium on Dementia (JTSD): Special Meeting 
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FTD Prof Yip, Fujin 
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Prof JL Fuh, National Yang-Ming Univ, 
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平成 24 年度 論文博士（医学）  
 






を有する地域在住軽度認知障害 (Mild Cognitive Impairment; MCI) 高齢者は認知
症高リスク群であることが示唆されている。MCI 高齢者でのアパシー有症率は 15％
～36％と報告により差があり, 本邦における報告は我々が予備的に行ったもののみ
である。また, アパシーを有する MCI 高齢者と血管性病変の関係についての報告は
ない。このため, 本邦における MCI 高齢者および認知症高齢者のアパシー有症率の
算出および超早期 (very mild) 状態の Alzheimer’s disease (AD) および
Subcortical vascular dementia (SVD) におけるアパシーの比較を試みた。 
【方法】 宮城県栗原市の 19 カ所のモデル自治区に在住する 75 歳以上の高齢者
1,254 名のうち, 同意の得られた 592 名を対象とした。検査完遂者は 590 名で, 
CDR0 群は 221 名, CDR0.5 群は 295 名, CDR1 以上群は 74 名であった。CDR0.5
群をさらに very mild AD (vm AD) 群と very mild SVD (vm SVD) 群, その他の
CDR0.5 群 (other 群) の 3 つの subgroup に分類した。vm AD 群は 91 名, vm SVD
群は 55 名, other 群は 149 名であった。アパシー評価は，日本高次脳機能障害学会
作成の標準意欲評価法 (Clinical Assessment for Spontaneity; CAS) を用い, 面
接評価 (CAS1) , 本人評価 (CAS2) , 介護者評価 (CAS3) を行った。分析として, 
1) アパシー有症率の算出, 2) 超早期 (MCI) 状態の AD (vm AD) および SVD (vm 
SVD) におけるアパシー有症率および平均得点の比較を行った。 
【結果】 結果は，1) 対象者全体では, CAS1 で 47.0%, CAS2 で 16.4%, CAS3 で
46.3%のアパシー有症率であった。CDR 3 群間で比較したところ, CAS1, 2, 3 のどの
評価方法を用いても有意差を認めた。また, CDR0, 0.5, 1+の順に有意差を持って高
くなった。2) CDR0.5 subgroup 間の有症率比較では, CAS2 と CAS3 でのアパシー
有症率が vm SVD 群で他の 2 群と比較し, 有意に高かった。平均得点の比較では, 
CAS3 で vm SVD 群が他の 2 群と比べ有意に高かった。 
【考察】 vm SVD 群では前頭葉皮質下ネットワークの障害を有し, より重度のアパシ
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